Decrements in one or more domains of psychosocial functioning (e.g., poor job performance, poor interpersonal relations) are commonly observed in psychiatric patients. The purpose of this study is to increase understanding of psychosocial functioning as a broad, multifaceted construct as well as its associations with both adaptive-and maladaptive-range personality traits in both nonclinical and psychiatric outpatient samples. The study was conducted in two phases. In Study 1, a nonclinical sample (N ϭ 429) was administered seven psychosocial functioning and adaptive-range personality trait measures. In Study 2, psychiatric outpatients (N ϭ 181) were administered the same psychosocial functioning measures, and maladaptive-as well as adaptive-range personality trait measures. Exploratory (both studies) and confirmatory (Study 2) factor analyses indicated a common three-factor, hierarchical structure of psychosocial functioning-Well Being, Social/Interpersonal Functioning, and Basic Functioning. These psychosocial functioning domains were closely-and differentially-linked with personality traits, especially strongly so in patients. Across samples, Well Being was associated with both Neuroticism/Negative Affectivity and Extraversion/Positive Affectivity, Social/Interpersonal Functioning was associated with both Agreeableness and Conscientiousness/Disinhibition, and Basic Functioning was associated with Conscientiousness/Disinhibition, although only modestly in the nonclinical sample. These relations generally were maintained even after partialing out current general dysphoric symptoms. These findings have implications for considering psychosocial functioning as an important third domain in a tripartite model together with personality and psychopathology.
Thus, the overarching goals of this article are (1) to map the comprehensive structure of the broad domain of psychosocial functioning, (2) to focus more specifically on associations of the dimensions of psychosocial functioning with both adaptive-and maladaptive-range personality traits and, (3) to expand our understanding of interrelations among all three aforementioned constructs. In an earlier article, we examined the structure of functioning in a nonclinical sample using a lengthy set of measures (Ro & Clark, 2009 ). In the current article, we further examine whether this structure can be replicated using shortened versions of the measures in both the original and a new clinical sample, examine the consistency of the structure's associations with adaptive-range personality in both samples, and its associations with maladaptiverange personality traits in the clinical sample.
Definition of Psychosocial Functioning and Its Comprehensive Structure
There are at least 70 existing functional outcome measures (Jane Paulsen, Chair of Impairment and Disability Study Group for DSM-5, unpublished internal working memo, 2008) . Given this high number, one might think that the definition of-and domains comprising-the construct of psychosocial functioning are clearly established. However, this is not the case. There is little clarity regarding either the boundaries of the construct (e.g., whether only specific daily behaviors should be examined or whether subjective evaluation of functioning such as satisfaction and quality-of-life assessment should also be considered a valid aspect of psychosocial functioning) or its contours, that is, how differing aspects of psychosocial functioning are interrelated to form a comprehensive structure.
Part of the complexity is that people function both in diverse domains (e.g., marital functioning, parental roles, paid work, and homemaking) and across widely differing levels (e.g., ranging from being unable to fulfill even basic needs to being very capable at complex multitasking). Thus, simply extrapolating the structure based on domain content (e.g., relationship and work factors) is not feasible, although measures are often organized along those lines for data-gathering purposes (e.g., Social Adjustment Self-Report Scale; Weissman, 1978) . Therefore, there is a need to map out the empirical structure of psychosocial functioning by analyzing a comprehensive set of measures and examining whether the construct's structure aligns with face-valid content groups, or if other organizing principles emerge.
As far as we are aware, Ro and Clark (2009) is the only published study to date to examine psychosocial functioning measures' comprehensive structure. Participants (N ϭ 429; 218 college students and 211 community residents) completed a wide variety of psychosocial functioning measures, and factor analysis revealed a four-factor structure: Well Being, Basic Functioning, SelfMastery, and Interpersonal/Social Relationships. The Well Being factor had the most subjective-experience quality and covered domains that reflected personal satisfaction with one's functioning versus a sense of demoralization rooted in the lack of a strong sense of self and internal strength. Basic Functioning predominantly tapped indicators of lower level behaviors for basic living (e.g., self-care, mobility, and basic communication skills). SelfMastery captured functional capacity related to the ability (vs. failure) to exercise self-control (e.g., impulsivity, instability, and irresponsibility), and the Social/Interpersonal factor captured various aspects of the capacity to form positive relationships, such as social concordance and empathy.
The latter two factors were composed primarily of scales from measures of "personality functioning," a concept that appeared in the personality literature at least as far back as Allport (1937) , but that had received relatively little attention until recently, when it was taken up in the context of personality disorder (PD) diagnosis (e.g., Morey et al., 2011) . Personality functioning-or, rather, dysfunction-is proposed to be the core of personality pathology and includes both selfdysfunction (e.g., problems in identity formation and self-concept, including self-directedness) and interpersonal dysfunction (e.g., problems in empathy and intimacy), which are common across different manifestations of personality pathology. Importantly, the presence of personality dysfunction conveys information primarily regarding disorder severity, rather than personality "style," which is reflected in traits Tyrer et al., 2011) . Personality dysfunction is necessary for a PD diagnosis, because the simple presence of extreme traits does not necessarily indicate mental disorder (Livesley & Jang, 2005) . Thus, personality functioning as a construct is theoretically separable from personality style (i.e., traits) and reflects a severity dimension of impairment ranging from normal-range to dysfunction, and both are important aspects of personality and PD.
This raises the questions of whether-and if so, how-such concepts as identity and intimacy can be included both within psychosocial functioning, typically viewed as outcomes, and as a fundamental, inherent aspects of personality. In Ro and Clark (2009) , we found that the two personality functioning factor scores of Self-Mastery and Social/Interpersonal Relationships correlated .37, and their correlations with the Well Being and Basic Functioning factor scores ranged from |.32| to |.49|, indicating that the two personality-functioning factors were similarly associated to each other and to the other psychosocial-functioning factors, thus providing support for the view that personality-functioning measures are potentially valid components of psychosocial functioning as a broad domain. Similarly, as part of their review of the consequential outcomes of personality, Ozer and Benet-Martínez (2006) reviewed literature on identity and self-concept development, taking the view that identity and self-concept may be understood as important life outcomes because personality and environmental influences interact in their development. However, if personality functioning is a fundamental, inherent aspect of personality, it is no more (or less) an outcome than are personality traits. A potential way out of this conundrum is to consider personality itself, encompassing both personality functioning and traits, as a developmental outcome, that is, the result of interactions between more fundamental dimensions of "innate" temperament and environmental experience (e.g., Clark, 2005) .
Personality Traits and Psychosocial Functioning
Relations between psychosocial functioning and personality traits have been studied in the context of both adaptive-range (e.g., FFM) and personality pathology/maladaptive-range traits (e.g., DSM diagnoses, personality disorder symptom counts, and dimensional trait measures). Adaptive-range personality traits' associations with real life consequences, both concurrent and predictive, This document is copyrighted by the American Psychological Association or one of its allied publishers.
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have been summarized in both quantitative and qualitative reviews (Bono & Judge, 2003; Kern & Friedman, 2008; Ozer & BenetMartínez, 2006; Roberts et al., 2007) , and examined in longitudinal studies (Davila, Karney, Hall & Bradbury, 2003; Fisher & McNulty, 2008; Hill, Turiano, Hurd, Mroczek, & Roberts, 2011) . The findings provide strong evidence that personality relates to important life outcomes in such domains as relationships, work, health, and longevity, to name a few. For example, high conscientiousness consistently has been shown to be linked significantly with job performance (e.g., Le et al., 2011; Sutin, Costa, Miech, & Eaton, 2009 ). Roberts and colleagues (2007) found that personality traits have significant predictive power in explaining future relationship outcomes, mortality, and job attainment, with effects comparable to or even larger than those of socioeconomic and cognitive status. For example, effect sizes for personality traits predicting divorce ranged from Ϫ.18 (protective effect of Agreeableness) to .17 (with Neuroticism), whereas that for low SES was Ϫ.05. That maladaptive-range traits are related to negative psychosocial functional outcomes is also well established. This literature is vast, encompassing both Axis I and Axis II disorders, which is not surprising, given the strong interrelations of maladaptive personality and psychopathology symptom dimensions. To cite but one example, neuroticism and disorders with which it is strongly related, such as depression, have been linked with various domains of poor psychosocial functioning (for reviews, see Hirschfeld et al., 2000; McKnight & Kashdan, 2009) .
In addition to strong cross-sectional relations, longitudinal studies have linked personality pathology with later impaired social functioning. For example, Seivewright, Tyrer, and Johnson (2004) assessed PD status at baseline, and social functioning at both baseline and 12-year follow-up, in patients diagnosed with dysthymia, generalized anxiety disorder, and panic disorder. The results indicated that baseline PD related significantly to disturbed social functioning 12 years later. More specifically, patients' with versus without PD showed worse levels of functioning at an overall effect size of .60, particularly in the domains of close and family relationships, stress in completing tasks, and use of leisure time.
Relations between PD and psychosocial functioning have been studied most extensively in the Collaborative Longitudinal Personality Disorder Study (CLPS: , which followed longitudinally a large sample (baseline N ϭ 733) of individuals with at least one of four PDs (schizotypal, borderline, avoidant, and obsessive-compulsive) or with major depressive disorder and no PD diagnosis. In contrast to the Seivewright et al. (2004) study, results indicated, unexpectedly, a fairly independent trajectory of functioning level and PD diagnosis: PD diagnosis proved to be surprisingly unstable and showed moderate to strong remission over 2 years. However, the level of psychosocial functioning remained stable and showed little improvement from baseline to 2 years (e.g., Skodol, Oldham et al., 2005; Skodol, Pagano et al., 2005) . A 4-year follow-up report yielded similar results-little change in functioning despite continued modest decreases in PD criterion levels (Skodol, 2007) -as did an examination focused on Borderline PD at the 10-year point (Gunderson et al., 2011) .
Limitations of Existing Studies and the Current Study Purpose
Most existing studies examine psychosocial functioning in a specific or narrowly defined manner (e.g., job performance, relationship functioning, and mortality), which limits our ability to understand the overall structure and components of the construct. To our knowledge, no study has examined relations, either among psychosocial functioning measures or with personality traits, as comprehensively as ours (Ro & Clark, 2009 ). Based on those results, we deemed the next important steps to be examination of (1) the structure of functioning in a clinical sample and (2) relations of functioning with (a) both adaptive-and maladaptive-range personality traits and (b) psychological symptoms. To accomplish this, we needed a reduced battery of functioning measures, because the full set, plus both adaptive-and maladaptive-range personality and symptom measures, was prohibitively burdensome. 1 Therefore, the purpose of this project was threefold: (1) To reduce our large set of psychosocial-functioning measures by developing short forms that still captured the range of the measures' content, (2) to establish that the structure of psychosocial functioning found in the full measure set also emerged in the set of reduced measures in both (a) the original and (b) a clinical sample; and (3) to examine relations of the observed psychosocial functioning factors with personality traits in the adaptive-(both studies) and/or maladaptive-range (clinical sample only).
Study 1

Methods
Sample. Participants were 429 adults (N ϭ 218 students, 211 community adults), age 18 years or older and able to complete measures in English (e.g., sufficiently fluent in English, without mental retardation, dementia/delirium, or active psychosis). Students were recruited primarily from a large Midwest university's psychology research participant pool and student organizations. Community participants were recruited via flyers and local newsletter advertisements. Participants' overall mean age was 25, mostly women (60% of students and 71% of community adults, 2 [1] ϭ 10.2), and White (78% of students, 85% of community adults, ns) (for a more detailed description of the sample, see Ro & Clark, 2009 ).
Measures. Seven 2 self-report measures of functioning from three domains (daily functioning, personality functioning, and quality of life/life satisfaction) were administered, along with an adaptive-range personality measure. The three domains were chosen based on our qualitative review of the existing literature. 1 The clinical sample was recruited as part of a larger study in which participants were administered semistructured interviews as well as additional self-report measures. Only those self-report measures described subsequently are reported on in this article.
2 An eighth measure, the Social Adjustment Scale (SAS; Weissman, 1978) was included in Ro and Clark's (2009) analyses, but was excluded in the current article because it is lengthy and not amenable to item reduction via factor-analysis, as it assesses different domains depending on respondents' life situation (e.g., children vs. no children). The SAS also correlated highly with SFQ (r ϭ .67, Ro, 2010) , which also supported our decision to exclude it here. This document is copyrighted by the American Psychological Association or one of its allied publishers.
Participants completed the measures online using a computer either in the lab or on their own. A full description of each measure, including descriptive statistics (e.g., M, SD, and ␣) of the full scales was reported in Ro and Clark (2009) ; descriptions and descriptive statistics for the reduced scales are provided in Table 1 . Scale reduction. The procedures for scale reduction are described briefly here; see Ro (2010) for a complete description.
Item-level principal-axis factor analyses with varimax rotation were conducted on five of the seven measures (two scales with eight or fewer items were not factor analyzed). After determining the best internal structure of each measure, representative items were selected from each factor using the following four principles: (1) factor loading Ͼ .40; (2) no cross-loadings Ͼ .40; (3) correlations with other selected items Ͼ .20 and Ͻ .70, to control the Table 1 for a mapping of the full and reduced scales; and Ro, 2010, for details of this process).
Measures of daily functioning. We included two measures commonly used to assess daily functioning-one because it was both broad and short, and the other because it is used internationally.
Social Functioning Questionnaire (SFQ). The SFQ (Tyrer et al., 2005) is an 8-item measure of general social functioning covering such domains as interpersonal relations, finances, and leisure activity. It uses a past 2-weeks' time frame, with higher scores reflecting worse functioning. Being brief, it was used in its original form.
WHO Disability Assessment Scale-II (WHODAS-II).
The 36-item self-report version of the WHODAS-II (World Health Organization [WHO], 2000) was completed in its original form per copyright agreement, but 17 items were used in analyses. Domains covered in these scales are Communication and Interpersonal Skills (e.g., understand what people say, problem solve, and maintain friendships), Self-Care and Mobility (e.g., get dressed, walk around), Household Duties (e.g., complete chores), and Difficulties because of Health (e.g., financial burden because of health). The WHODAS-II uses a past-month time frame, with higher scores indicating greater disability.
Measures of personality functioning. We included the two personality functioning measures in the literature that we were aware of at the time of data collection.
Measure of disordered personality functioning (MDPF).
The 65-items of this 11-subscale measure were reduced to 30 items comprising four subscales: Externalizing Dysfunction (e.g., do not get along with others), Internalizing Dysfunction (e.g., low expectations for self), Impulsivity (e.g., act without thinking), and Instability (e.g., easily flustered). The latter three subscales appeared to form a higher order Internalizing Dysfunction measure, but initially were kept separate to allow exploration of any differential relations. The MDPF uses a general time frame, with higher scores indicating worse functioning (Parker et al., 2004) .
Severity Indices of Personality Problems-Short Form (SIPP-SF).
The 60-item SIPP-SF (Verheul et al., 2008) has five subscales, and was reduced to 47 items evaluating 4 domains: Identity (e.g., low opinions of self), Relations (e.g., hard to show affection), Social Concordance (e.g., difficulty getting along with people), and Responsibility (e.g., lack sense of duty). The measure uses a past 3-months' time frame, with higher scores reflecting worse functioning.
Measures of quality of life/life satisfaction. This domain included three measures.
WHO Quality of Life-Brief Form (WHOQOL-BREF).
The 26-item WHOQOL-BREF (Bonomi, Patrick, Bushnell, & Martin, 2000; WHOQOL Group, 1998) assesses satisfaction in five domains. It was completed in its original form but was reduced to 23 items assessing Health (e.g., psychological and physical health) and Environment (e.g., information availability, satisfaction with health services access) for analysis. It uses a past 2-weeks' time frame, with higher scores reflecting better satisfaction and quality of life.
Satisfaction with Life Scale (SWLS).
The SWLS (Diener, Emmons, Larsen, & Griffin, 1985) is a widely used 5-item measure of global life satisfaction. It uses a general time frame with higher scores reflecting better life satisfaction. Being brief, it was used in its original form.
Scale of Psychological Well Being (PWB).
This 54-item measure assesses six domains with no time frame specified. We identified three domains-Autonomy, Positive Engagement, and Actualization-with a reduced set of 28 items; higher scores indicate greater Well Being (Ryff & Singer, 1996) .
Personality trait measure. Adaptive-range personality traits were assessed using the Big Five Inventory (BFI; John & Srivastava, 1999 ), a 44-item self-report measure of five broad dimensions of personality: Neuroticism (8 items; e.g., "I worry a lot"), Extraversion (8 items; e.g., "I am outgoing; I like to be with people"), Agreeableness (9 items; e.g., "I am kind and considerate to almost everyone"), Conscientiousness (9 items; e.g., "I keep working until things are done"), and Openness (10 items; e.g., "I like artistic and creative experiences"). The 5-point Likert rating scale ranges from strongly disagree to strongly agree.
General psychopathology measure. The Inventory of Depression and Anxiety Symptoms (IDAS; Watson et al., 2007 Watson et al., , 2008 ) is a comprehensive, multidimensional measure of various depression and anxiety symptom dimensions. We used its General Depression (GD) scale (20 items), which includes both general (e.g., "I felt inadequate") and specific (e.g., "I had thoughts of suicide") items sampled from other IDAS domains, in both studies as an indicator of global level of demoralization/distress (i.e., a general level of internalizing psychopathology). Watson et al. (2007) reported internal consistency ␣ for GD Ͼ .88 in multiple samples including high-school and college students, psychiatric patients, and postpartum women, and a .84 correlation with the Beck Depression Inventory-II (Beck, Steer, & Brown, 1996) . The scale correlated .37, .38, and .62, respectively, with SCID-IV diagnoses of Generalized Anxiety Disorder, Panic Disorder, and Major Depressive Disorder (Watson et al., 2008) . Our overall pattern of results did not differ significantly before and after controlling for IDAS GD. These results are only discussed briefly in the general discussion section. More detailed results are provided in Supplemental Tables  3-4 .
Results
Preliminary analyses. We tested whether the two subsamples (students and community adults) differed on any measures using independent sample t-tests. Statistically significant differences were found in four (of 24) (sub)scales: BFI Conscientiousness (t ϭ 3.58, p Ͻ .001; d ϭ .35), SWLS (t ϭ Ϫ2.74, p Ͻ .01; d ϭ Ϫ.26), SIPP-SF Responsibility (t ϭ Ϫ2.19, p Ͻ .05; d ϭ Ϫ.21), and WHOQOL-BREF Health (t ϭ Ϫ2.45, p Ͻ .05; d ϭ Ϫ.23), with the community sample reporting higher responsibility and conscientiousness, and students reporting higher life satisfaction and overall health quality of life. Given several level differences in these measures, we combined our student and community samples after within-sample standardization of their scores. In line with our Study 1 goals, we report first on the psychometric properties of the reduced scales, next examine the structure of the measures in relation to those of the original, full measures, and then consider This document is copyrighted by the American Psychological Association or one of its allied publishers.
relations between functioning and personality, including in the context of psychopathology symptoms. Psychometric properties of psychosocial functioning measures. Descriptive statistics for the revised measures are shown in Table 1 . Alphas are comparable to those of the original measures; all Ͼ .70, except the SFQ (ϭ .68; average interitem correlation [AIC] ϭ .21), an 8-item scale that assesses a broad and rather heterogeneous range of functioning domains (e.g., finances, relationships). All measures' AICs were acceptable (.23 to .59) per Clark and Watson's (1995) recommended range, except the twoitem WHODAS-II Daily Tasks subscale (AIC ϭ .79).
Factor analytic results. We first ran a parallel analysis using permutations of the original data set's standardized psychosocial functioning scales to determine the maximum number of factors that should be extracted. Per O'Connor (https://people.ok.ubc.ca/ brioconn/nfactors/nfactors.html), this method preserves the distributions of the original variables exactly and yields results that are "highly accurate and most relevant." The parallel analysis mean eigenvalues (1.39, 1.31, 1.26, and 1.21) surpassed those of the original data (8.20, 1.49, 1.32, and 1.14) at the fourth factor, indicating that no more than three factors should be extracted. We then ran series of principal-component factor analyses (PCA) with promax rotation. We used PCA rather than principal factors analysis (PFA) for two reasons: (1) Per O'Connor (see URL above), PCA is a more straightforward method to use with parallel analysis, and (2) given that research on the comprehensive structure of psychosocial functioning is still in the early stages of theory development, and that a major purpose of the study is to understand the comprehensive structure of psychosocial functioning, we decided it was important to examine the overall variance explained by the psychosocial functioning measures rather than just the common variance across them. Nonetheless, the two methods generated highly similar factor structures despite differences in eigenvalues.
The one-factor solution accounted for 43.2% of the total variance, and was interpretable as a comprehensive poor versus good functioning factor with poor self-concept (i.e., SIPP-SF Identity), internalizing problems (i.e., MDPF Internalizing Dysfunction), and poor engagement with self and world (i.e., PWB Positive Relations) as representative high-loading scales. The lowest loading of any marker variable was .39, for WHODAS-II Self-Care and Mobility.
In the two-factor solution, which explained about 51% of the total variance, the first factor was a general-functioning factor formed by indicators of positive engagement with oneself, others, and the environment (e.g., PWB Positive Engagement, Autonomy) and high health-related quality of life and satisfaction (e.g., WHO-QOL Health, SWLS) versus internalizing personality dysfunction (e.g., MDPF Internalizing Dysfunction, SIPP-SF Identity). Poor basic functioning (i.e., WHODAS-II scales) and poor Social/Interpersonal functioning (e.g., SIPP-SF Social Concordance, MDPF Externalizing Dysfunction, and Impulsivity) formed the second factor.
The three-factor solution, shown in Table 2 , explained 58.1% of the total variance, and all but one variable (SIPP-SF Relations, r ϭ .39) loaded Ն |.40| on a factor. The first factor, which we named Low Well Being, 3 was the same as in the two-factor solution, This document is copyrighted by the American Psychological Association or one of its allied publishers. This article is intended solely for the personal use of the individual user and is not to be disseminated broadly.
whereas the second and third factors were formed by that solution's second factor splitting into a factor we named Poor Social/ Interpersonal Functioning, as its markers were indicators of social dysfunction (e.g., lack of positive relations) and externalizing dysfunction (e.g., disagreeableness, lack of empathy, irresponsibility, and impulsivity), and one we termed Poor Basic Functioning, which was marked by the WHODAS-II scales and the WHOQOL-BREF Environment subscale. Interfactor correlations were moderate (r range |.39| ϳ |.49|). This three-factor solution was highly similar to the three-factor solution obtained using the original, full set of functioning scales (see Ro & Clark, 2009) . When a fourth factor was extracted in the original analysis, an Internalizing Personality Dysfunction factor split off from the first, large Low Well Being factor to form the final factor. This same Internalizing Dysfunction factor emerged when a fourth factor was extracted in the reduced set of measures; however, based on the parallel analysis, we elected to extract only three factors. Clearly, the overall structural pattern is highly similar across the full-and reduced-scale analyses.
External validity: Relations with personality traits. We then created factor scores using the revised measures' structure, and examined their correlations with the BFI (see Table 3 ). Overall, Low Well Being and Poor Social/Interpersonal Functioning were significantly more strongly related to personality than was Basic Functioning (Mean rs ϭ .36 and .35 vs. .20, respectively), but differentially so across traits. Specifically, BFI Neuroticism (N) and Extraversion (E) were moderately strongly associated with Low Well Being (rs ϭ .53 and Ϫ.41, respectively), whereas Agreeableness (A) and Conscientiousness (C) correlated with Poor Social/Interpersonal Functioning (rs ϭ Ϫ.53 and Ϫ.50, respectively). Concerning discriminant validity, C correlated significantly less, but still moderately (r ϭ Ϫ.37) with Low Well Being, whereas N, E, and A all correlated no more than modestly (r range ϭ Ϫ.14 to Ϫ.26; Mean r ϭ .22) with the factors they did not mark, and Openness (O) was not strongly related to any factor (r range ϭ Ϫ.01 to Ϫ.25).
Stated conversely, Poor Well Being correlated significantly more strongly with N, E, and C than with A and O; Poor Social/ Interpersonal Functioning more strongly with A and C than with N, E, and O, and Poor Basic Functioning more strongly with N, A, and C, although the average correlation (r ϭ |.27|) was only modest. It is noteworthy that N, A, and C, which together account for the large majority of the variance in these trait relations with functioning, form Digman's (1997) higher order "␣" factor, recently interpreted as "stability" (DeYoung, 2006) .
When all five BFI scales were entered in a multiple regression analyses to predict the three psychosocial functioning factors, total R 2 s were .47, .48, and .18 for the three factors, respectively. Thus, personality accounted for roughly one-fifth to one-half of the variance in the various types of functioning. In sum, these correlation and regression patterns indicate that the three functioning factors are moderately and-importantly, differentially-related to personality traits (and vice versa) in this nonclinical sample, with Low Well Being and Poor Social/Interpersonal Functioning showing stronger relations with personality than Poor Basic Functioning which was, at most, mildly related to personality traits, with C, N, and A-higher order stability-being its strongest correlating traits.
Study 2 Methods
Measures. The set of refined psychosocial functioning measures generated in Study 1 were administered in Study 2. 4 For assessment of adaptive-and maladaptive-range personality traits, the BFI (John & Srivastava, 1999) and the Schedule for Nonadaptive and Adaptive Personality-2 (SNAP-2; Clark, Simms, Wu, & Casillas, in press), respectively, were administered. SNAP-2. The SNAP-2 (Clark et al., in press) is a factor analytically derived 390-item self-report measure designed to assess personality traits ranging from the normal to abnormal range.
It has three broad "temperament" trait scales (Negative Temperament [NT], Positive Temperament [PT], Disinhibition vs. Constraint [DvC] ) and 12 specific trait scales (Mistrust, Manipulativeness, Aggression, Self-harm, Eccentric Perceptions, Dependency, Exhibitionism, Entitlement, Detachment, Impulsivity, Propriety, and Workaholism). 5 The scales have strong internal consistency in normal adult, student, and patient samples (scales' Mdn coefficient ␣s ranged from .74 to .92; grand Mdn ϭ .82), and high short-term test-retest stability: In a community adult sample, median r ϭ .87 for intervals ranging from 7 to 131 days; median ϭ 49.3 days. In a patient sample, median 1-week retest was r ϭ .81 (Clark et al., in press ).
Sample. Data were collected on a sample of psychiatric outpatients (N ϭ 181) who were 18 years or older and without mental retardation, dementia/delirium, or active psychosis. Recruitment took place in various mental health clinics in a Midwestern town, including a university hospital psychiatry department, the psychol-4 Measures whose copyright agreement did not permit modification (i.e., WHODAS-II, WHOQOL-BREF) were administered in their original form; however, the reduced item sets were used in the analyses. 5 It also has seven validity scales and DSM-IV PD diagnostic scales, but we report here only the trait and temperament scale results. This document is copyrighted by the American Psychological Association or one of its allied publishers. This article is intended solely for the personal use of the individual user and is not to be disseminated broadly. ogy department's psychotherapy clinic, a community mental health center, and a substance abuse treatment center. Recruitment flyers also were posted across the university campus. Interested participants contacted the research team via email or phone, at which time participants were screened for eligibility and, if eligible, scheduled for a 1.5 hr appointment at our lab in the psychology department, where they completed online questionnaires and semistructured interviews. This article reports only on the questionnaires. Data were collected from 185 participants; however, four participants' data were dropped because of obvious invalid responding (N ϭ 3) or ineligibility (N ϭ 1); also 1 individual participated twice and the later data were dropped. Participants' demographic and mental disorder diagnostic information is provided in Table 4 . Mean age was 40.6 (SD ϭ 12.3; range ϭ 19 to 76). The sample was mostly women (75%) and White (81%). A majority (59%) reported their annual income as less than $20,000. About 28% had a full-time job, 21% a part-time job, and 31% were unemployed. About 42% each reported having at least a college-degree education or some college education, and only about one-sixth had a high-school education or less. Thus, the sample likely was above average in education for patient samples. Finally, about 54% were single or dating, 24% married or living with a partner, and 22% separated, divorced, or widowed.
Approximately three-fifths (58%) of the sample were receiving mental health services at the community mental health center (psychotherapy, psychiatric medications, or both), one-third (36%) at the university hospital's psychiatry department, and 6% were in treatment elsewhere (e.g., clinicians in independent practice, substance abuse treatment center, and psychology department clinic). Finally, using a semistructured interview (Mini International Neuropsychiatric Interview: Sheehan et al., 1998) for Diagnostic and Statistical Manual for Mental Disorders-Fourth Edition (DSM-IV) Axis I diagnosis, approximately 36% met criteria for current major depression, 30% dysthymia, and 14% social phobia; plus, 20% reported one or more past symptoms of psychosis (e.g., paranoia, idea of reference, and auditory hallucination).
6
Results
Psychometric properties of measures. Means, SDs, ␣ reliability coefficients, and AICs for all measures are reported in Table 1 . All WHODAS-II and WHOQOL-BREF (sub)scales, three of the four MDPF and SIPP-SF scales, and PWB Positive Relations had reliability coefficients over .80. Those for the SFQ, MDPF Instability, SIPP-SF Relations, PWB Autonomy, and PWB Actualization ranged from .71 to .77. Scales with lower ␣s had diverse content (PWB scales), were brief (SIPP-SF Relations and MDPF Instability), or both (SFQ); AICs were in all the acceptable range: .23 to .57, except WHODAS-II Daily Tasks (.87) and MDPF Impulsivity (.65).
BFI scale ␣s all were Ͼ .75, with AICs in the moderate range (.25 to .35). SNAP-2 scale ␣ coefficients were all over .80, with the exception of Workaholism (␣ ϭ .76, AIC ϭ .15).
Comparison of community adults and patients on study variables. We conducted independent-sample t-tests to examine mean-level differences between the Study 1 nonclinical and outpatient samples on the common variables. All but three scales showed significant differences in the direction of more pathological functioning and personality (e.g., lower satisfaction, higher neuroticism) in the outpatients. In contrast, PWB Autonomy, BFI Agreeableness, and BFI Openness did not differ between the samples.
Factor analytic results. Replication of a proposed theoretical structure in two or more independent samples is important in psychometric testing. Confirmatory factor analysis (CFA) is the most commonly used method for this purpose, but concerns have been raised regarding CFA (e.g., Hopwood & Donnellan, 2010 ) when the models being tested-as in this case-are rather complex (e.g., involving cross-loadings among lower order scales), given that only simple CFA models fit simple structure well. Because we used a broad set of psychosocial functioning measures, and 37% of the Study 1 secondary loadings were Ն.20, it was anticipated that without modeling a number of specific cross-loadings and correlated residuals, model fit indices would not be strong. Thus, in addition to conducting a CFA using SAS' PROC CALIS to test whether the basic three-factor structure found in the nonclinical sample replicated (see Figure 1) , we also conducted an EFA, and 6 Only psychotic symptoms, not diagnoses were assessed. (Sheehan et al., 1998 ). This document is copyrighted by the American Psychological Association or one of its allied publishers.
used comparability coefficients to compare the samples' factor similarity.
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First, we evaluated the three-factor CFA model fit with the goodness-of-fit index (GFI), root mean square error of approximation (RMSEA), and comparative fit index (CFI). As anticipated, the model fit fell below traditional acceptable-fit levels (GFI ϭ .81 vs. .90; RMSEA ϭ .10 vs. .08; and CFI ϭ .89 vs. .95), but comparing the one-through-three factor models with the Bayesian Information Criterion (BIC), the three-factor model fit the best (see the bottom portion of Table 5 ). We then calculated comparability coefficients applying the factor scoring weights from Study 2 to the nonclinical sample's data and vice versa (i.e., applying the Study 1 weights to the patients' data), which yielded comparability coefficients of .98, .97, and .95 for Factors 1 to 3, respectively, in the first case, and .99, .98, and .98 in the second. These values provide very strong evidence of factor similarity across the two samples.
Therefore, we took the unusual step of examining CFA fit indices in the nonclinical sample data, and the results were similar to those obtained in Study 2 (GFI ϭ .83, RMSEA ϭ .11, CFI ϭ .85; see the top portion of Table 5 ), indicating that the data lack simple structure in both samples. Nonetheless, the three-factor structure again fit the data best, using the BIC to compare the one-to-three factor solutions. Thus, given the very strong compa-7 Comparability coefficients are based on factor scores, and provide a more stringent test of factor similarity than congruence coefficients, which are based on factor loadings (Everett & Entrekin, 1980) . Coefficients Ն.90 indicate essentially the same factor (Everett, 1983) . This article is intended solely for the personal use of the individual user and is not to be disseminated broadly.
rability coefficients using EFA, that the CFA analyses indicated that the data lack simple structure, and that, nonetheless, the three-factor CFA model fit the data best in both studies, we report results using the three-factor EFA model, as it appears to be the best model of psychosocial functioning structure across the two distinct populations/samples. The Sample 2 factor loadings are shown in Table 2 along with those of Sample 1. The EFA three factor's interrelations ranged from |.34| ϳ |.50|.
External validity: Correlations with personality traits.
Adaptive-range personality traits. Factor scores for the three psychosocial functioning factors were calculated and correlated with the BFI scales (see Table 3 ). The correlational pattern was similar to that in Study 1, although many of the correlations were stronger, yielding a less clean convergent/discriminant pattern. Just as in Study 1, BFI E and A, correlated moderately strongly with, respectively, Low Well Being and Poor Social/Interpersonal functioning, and significantly less with the other two factors; O again had minimal correlations with all three factors. Notable differences were that BFI N correlated more strongly with Poor Social/Interpersonal Functioning than in Study 1, and C correlated equally strongly with all three types of functioning (range ϭ Ϫ.50 to Ϫ.57). When Study 1 and 2 correlations were tested for statistically meaningful differences, significant differences emerged for N for Low Well Being and Poor Social/Interpersonal Functioning factors and for C for Basic Functioning, with correlations stronger in the patient sample. The results suggest the possibility that with increased psychopathology, these two personality traits may become more intertwined with the broad range of different types of functioning, a finding that augments the results of Kotov et al.'s (2010) meta-analysis, which found N and C to be the personality traits most related to psychological symptoms, and suggests that these traits may serve as good indicators for estimating not only the level of psychological symptoms but also that of psychosocial functioning.
Maladaptive-range personality traits. Correlations between the SNAP-2 scales and the three functioning factors provide a more detailed picture of interrelations between psychosocial functioning domains and maladaptive-range traits (see Table 6 ). In particular, facet-level information will clarify, for example, whether certain aspects of N/NA are more important than others in its relations with psychosocial functioning.
Of the 15 SNAP-2 scales, only one NA factor scale (i.e., Self-Harm) correlated Ͼ .40 with all three psychosocial functioning factors (average r ϭ .60), whereas other scales showed clearer convergent/divergent patterns. For example, Low Well Being appears to be the most affectively laden factor, as it was associated most strongly not only with Self-Harm, but also with Negative Temperament, Mistrust, and with the more affective scales of the Positive Affectivity (PA) factor (i.e., PT and Detachment), and less correlated with the other 10 scales (Mean rs ϭ |.64| vs. |.21|). In contrast, the Poor Social/Interpersonal factor showed strong correlations very broadly with NA-factor scales-except for Dependency, all its correlations were Ն.49 -and it also correlated strongly with Disinhibition and Impulsivity (rs ϭ .63 and .55, respectively), which were the only rs Ͼ .30 of any DvC-factor scales with any functioning factor. The Basic Functioning factor correlated .52 with Self-Harm, and Յ.40 with all other scales. Thus, notable differential patterns were found at the lower order level.
The average correlations for each factor and subfactor are shown in the bottom portion of Table 6 . Scales comprising the NA factor generally evidenced the strongest relations across functioning factors; the more central, affective scales of the PA factor This article is intended solely for the personal use of the individual user and is not to be disseminated broadly.
related at least moderately to all three functioning factors, but most strongly to Low Well Being, whereas the less central, more behavioral scales of this factor (Exhibitionism and Entitlement) were modestly or unrelated to functioning. Finally, the Disinhibitionend scales of the Disinhibition factor related most strongly to [Poor] Social/Interpersonal functioning and only modesty to the other two factors, whereas the Constraint-end scales were unrelated to functioning. Overall, the SNAP-2 scales explained a great deal of variance in the psychosocial functioning factors (R 2 range .44 ϳ .77) and, in particular, more than 75% of the variance of the Well Being factor in this patient sample.
Discussion The Structure of Psychosocial Functioning
The two studies reported in this article were conducted to deepen our understanding of psychosocial functioning as a comprehensive construct, to compare its structure in nonclinical and psychiatric samples, and to elucidate relations between psychosocial functioning and personality traits across the normal-abnormal range. A major finding was that a three-factor solution of Low Well Being, Poor Social/Interpersonal Functioning, and Poor Basic Functioning generally replicated well in the two samples. Given the first factor's large eigenvalue (e.g., 8.2 in Study 1), we considered stopping with just one factor, and we examined the factor's associations with the BFI and SNAP-2 in both studies. Correlations between this general "poor versus good functioning" factor and personality traits were moderate with BFI N, E, A, and C (all rs Ͼ |.35|) and low relations with BFI O (r ϭ Ϫ.22 and Ϫ.19 in Studies 1 and 2, respectively). The factor correlated Ͼ |.40| with most of the lower order SNAP traits; the exceptions all being traits that did not show strong associations with any of the three factors of psychosocial functioning (i.e., Dependency, Exhibitionism, Entitlement, Propriety, and Workaholism). In summary, a one-factor solution provides important but highly general information, whereas the convergent and discriminant patterns seen using the three-factor solution conveys richer, meaningful, and more specific information; thus, we decided to retain the three-factor structure.
The Low Well Being factor emerged first in both samples and subsumed a wide range of psychological/behavioral phenomena, including (1) handling daily tasks (i.e., the day-to-day behaviorsmore complex than basic self-care tasks-that most people engage in over the course of their daily lives, at work and in their social/leisure activities), (2) maintaining a positive self-concept, (3) forming positive relations with others, (4) self-actualization, and (5) finding satisfaction in one's life and health. Of the three psychosocial functioning factors, this factor seems conceptually closest to the general "impairment in social and occupational functioning" that the DSM-IV "clinical significance criteria" and the Global Assessment of Functioning (GAF; American Psychological Association [APA], 2000) represent. The name Low Well Being was chosen because scales that load strongly on this factor have a subjective evaluative quality, both life-and selfsatisfaction, and how one evaluates more objective aspects of life. For example, the SFQ (Tyrer et al., 2005) includes such general items as "I have no money problems" and "I have difficulties in getting and keeping close relationships," as well as items that explicitly tap affective states (e.g., "I complete my tasks at work and home satisfactorily"; "I find my tasks at work and at home very stressful." This factor, not surprisingly, related strongly to the affective traits, NT and PT.
This raises two important discussion points concerning the assessment of psychosocial functioning. First is the impact of embedding affect-laden words in items designed to assess functioning, especially if the original intent is to assess behavioral patterns. Use of such words as "stressful" increases items' subjective valence, which then may fail to provide objective information about day-to-day functioning. Nonetheless, second, our results also indicate that relations between affective state and psychosocial functioning do not simply reflect a mere confound. For example, the Low Well Being factor correlated moderately to strongly with affective traits (e.g., BFI N and E; SNAP-2 NT and PT) in both studies, even after controlling for general, internalizing psychopathology level with IDAS GD. Of course, controlling for IDAS GD led to reduced magnitude in several correlations (particularly with Negative Temperament/ Neuroticism); nonetheless, in a hierarchical multiple regression analysis, personality traits' R 2 change was significant and explained incremental variance in psychosocial functional factors, ranging from 3% to 52%, even after controlling for IDAS GD (for more detail, see the Supplemental tables), indicating that interrelations between affect and psychosocial functioning are not simply byproducts of poor item design or individuals' general level of psychopathology.
Taking this finding a step further, we encounter a difficulty inherent in assessing prototypic "average-to-high functioning" behaviors, which becomes more evident when we note the stark contrast between these behaviors and lower level functioning behaviors, which formed our third factor: Basic Functioning, comprised mainly of WHODAS-II (WHO, 2000) scales, which are primarily behavioral (e.g., "concentrating on doing something for 10 minutes," "washing your whole body"). It is fairly easy to describe what one needs to do to fulfill the minimum requirements of basic functioning. That is, the behaviors that need to be assessed to evaluate basic-level hygiene (e.g., brushing one's teeth, bathing) vary little from "commoner to queen." However, behaviors that need to be assessed to evaluate the quality of one's relationships with family and friends vary considerably across populations, because of differing social roles, expectations, and resources, to name a few. Although such general qualities as love and respect are clearly generally relevant, in terms of behaviors, those qualities may be manifested too diversely to assess them in a prototypic manner, as we can do with tooth brushing.
Thus, it is no surprise that basic functioning items are fairly behaviorally oriented, whereas at more advanced levels of functioning, finding specific behavioral examples that are not confounded with subjective, affective quality becomes difficult. From this perspective, the subjective satisfaction that is related to positive self-regard and "self-actualization" may be a legitimate marker of functioning, summarizing well how individuals actually do behave in their lives, as specific behavioral details are nearly impossible to identify. This is not to say, however, that in an individual's unique context (e.g., a therapeutic session), specific behaviors could not be assessed. Indeed, this reason may be why interview assessment, which permits more exploration of context This document is copyrighted by the American Psychological Association or one of its allied publishers.
and aspects of individuality, continues to play an important role in clinical assessment. The second functioning factor, Poor Social/Interpersonal Functioning, was represented by scales that indicate lack of capacity to form relationships (e.g., low social concordance, externalizing dysfunction) and problematic tendencies in societal functioning (e.g., impulsivity, irresponsibility). The "personality functioning" measures predominantly comprised this factor. Although these measures were introduced and continue to be used primarily in personality pathology research, we included this set of measures for two reasons: (1) personality functioning is theoretically separable from traits and focuses on psychosocial functional impairment that is linked to traits, even though its content overlap with traits is another difficult-to-address confound, and (2) aspects of personality functioning, such as identity, self-concept, intimacy, and empathy may also be understood as consequences or outcomes of various other factors' interplay in life. Thus, this second factor represents the social-interaction capacity/skills component of functioning, whereas the first and third factors of psychosocial functioning are markers of intraindividual functioning. Thus, it is noteworthy that the identity/self-concept aspects of personality functioning described above helped to define the first Low Well Being factor.
In summary, the proposed three-factor structure of psychosocial functioning is comprehensive in that it ranges from very basic behaviors to higher level functioning, including satisfaction and actualization, and encompasses representative behavioral prototypes of psychosocial functioning, as well as affective states associated with successful (or poor) functioning. The proposed factor structure also encompasses psychosocial functioning in the context of relations to oneself as well as relationships with others in social/interpersonal situations.
Psychosocial functioning factors' associations with personality traits. Meaningful differential associations were observed between the three psychosocial functioning factors and a wide range of normal and pathological-range personality traits. Generally, correlations were stronger in the patient than the nonclinical sample, perhaps because of lower functioning variance in the latter, but this effect was not universal. That is, N and C correlated significantly stronger with all three functioning domains in the patient sample, but the sample difference reached significance in only one other instance: E with Poor Basic Functioning, Ϫ.12 vs. Ϫ.27, 8 respectively. In both studies, the strongest relations were (1) Low Well Being with N, E and related scales (e.g., SNAP-2 Detachment), and (2) Poor Social/Interpersonal Functioning with A, C and related scales (e.g., SNAP-2 Manipulativeness and Impulsivity, respectively). In addition, N, C, and related scales (e.g., SNAP-2 Mistrust, Self-harm, and Disinhibition) correlated with Basic Functioning, although only moderately so in the nonclinical sample. Finally, some personality traits did not correlate strongly with any functioning factor: BFI O, less affective scales of the SNAP-2 PA factor, and the SNAP-2 Constraint-end factor scales. These traits may be less associated with functioning because of important situational/contextual factors; for example, it seems reasonable to postulate that how Workaholism relates to functioning depends on the nature of the individual's employment. This represents an area for future research.
Strengths, Limitations, and Future Directions
Many studies have examined associations between personality traits and psychosocial functional outcomes. The current article extends this literature by examining these correlations in the context of a comprehensive, empirically based theoretical structure of functioning, that is, one that is not based simply on a rational or content-based categorization (e.g., relationship or work functioning). We found that the structure replicates across nonclinical and psychiatric outpatient samples, with a similar pattern-although at different levels-of convergent/discriminant correlations with personality traits, both raw correlations and controlling for general distress symptoms. Our findings provide new, systematic information about the associations between personality traits and psychosocial functioning at both higher order factor and lower order facet levels. For example, previous studies have noted that daily behaviors such as forming relationships or getting a job done relate to personality traits such as Neuroticism, whereas our results go beyond such basic "factual" findings to provide information on (1) where various types of behaviors are positioned within a broad three-factor psychosocial-functioning construct, (2) how these three aspects of psychosocial functioning interrelate such that they represent facets of a broader second-order factor, and (3) how personality interrelates with aspects of psychosocial functioning not usually studied in relation to traits (e.g., communication, mobility).
Importantly, correlations with personality traits were at the same moderate-to-strong level for Low Well Being, which combines more "traditional" aspects of functioning (e.g., general daily functioning and life-satisfaction) with self-domain scales of personality functioning, and for Poor Social Interpersonal Functioning, which drew only from personality-functioning measures. This finding indicates that whereas personality traits and personality dysfunction are interrelated, personality dysfunction is not a mere variation or extension of traits-rather it is no more or less interrelated with traits than a "traditional" Well Being/Daily Functioning factor, although both were more strongly related to personality traits than Poor Basic Functioning.
These findings support the importance of considering personality dysfunction as a valid, indeed, inherent component of psychosocial functioning, broadly defined, and therefore as an important component to consider in diagnosing personality disorder, as in the DSM-5, Section III, model of personality disorder. As personality functioning is an emerging construct in the context of DSM-5, examining further its interrelations with personality, psychosocial functioning, and other psychological-disorder spectra will be important as part of its construct validation process.
A main study limitation is the reliance on self-report questionnaires. Future research should include interview measures and/or informant reports of personality traits, both domains and facets, and psychosocial functioning, to capture trait and functioning dimensions that may not be evident in self-report. In addition, our study was cross-sectional, preventing consideration of how associations between personality and functioning may change over time. Longitudinal assessments will help clarify the trajectory of 8 The correlation of O with Poor Social/Interpersonal Functioning also changed significantly, but from Ϫ.23 to Ϫ.02. This document is copyrighted by the American Psychological Association or one of its allied publishers.
both sets of variables. Finally, our patient sample was limited to outpatients, so research with inpatients is needed help us to understand the more severe end of functional impairment and its associations with maladaptive personality traits. Future studies should also examine comprehensive relations between dimensions of symptoms and psychosocial functioning, which would have direct implications for mental-disorder diagnosis and treatment. For example, in a study of acute-phase cognitive therapy for recurrent depression, Dunn et al. (2012) reported that improvement in psychosocial functioning and depressive symptoms were intercorrelated, that depressive symptoms improved more-and sooner-than functioning, and that improvements in functioning more strongly predicted change in symptoms than vice versa. However, functioning was considered as a single variable, so whether improvements were primarily in one domain or in all three, whether they changed at different time points or rates remains unknown. Answering such questions would be a significant step toward understanding how psychosocial functional improvement may affect psychopathology symptom levels. Further, we now know that psychosocial functioning encompasses a wide range of behaviors ranging from very basic behaviors to high-level actualization, and that these three functioning factors are intercorrelated, clearly forming a broad higher order dimension, which suggests that improving psychosocial functioning in one domain may have positive effects in the other domains. Thus, whether this is indeed the case, how improving one domain of functioning may influence the others, and how best to bring about ameliorating changes, all become interesting and important questions for future research.
